2 ' Young AE. The clinical presentation of pyogenic liver abscess. Br . SwWrg 1976; 63:216-9 . 25 Scully RE, Galdabini JJ, McNeely BU. Clinicopathological exercise: case 31-1980 . N EnglJ7 Med 1980 303:325-31. (Accepted 15July 1981) Ingrowing toenails: an evaluation of two treatments P F CAMERON Abstract Most of the procedures used for treating ingrowing toenails cause considerable discomfort and have high failure rates. This study evaluated two methods of treatment: (a) a simple procedure, and (b) angular phenolisation. Patients were seen in a special toenail clinic and were assessed for severity and duration of symptoms. Those with no permanent deformity of the nail fold and with only minor infection were treated by the simple procedure. The nail was nicked and torn down to expose the infected nail fold. The patients were then taught to clean the area, spray it with povidone-iodine dry powder, and pack the nail fold with a twist of cottonwool. Patient,; with recurrent or severe ingrowing toenails were treated by angular phenolisation. One hundred patients were treated by the simple procedure and 61 of these had had no recurrence after six months. This study was designed to investigate the technical and administrative problems associated with the management of ingrowing toenails and to evaluate two methods of treatment: (a) a simple procedure which could be used by general practitioners, chiropodists, and school nurses; and (b), for more severe cases, angular phenolisation.
Patients and methods
Most patients attending the accident and emergency department of this hospital (resident catchment population 518 000) with toenail problems were referred to a special toenail clinic. Patients were seen at five-minute intervals during the first two hours of the clinic session for assessment, simple treatment, or review. During the second twohour session up to six patients were treated under ring block at 15-minute intervals. These arrangements proved sufficient to cope with new patients without creating a waiting list. Clerical work was dealt with by the accident and emergency department clerks in the normal course of their duties, and one state-enrolled nurse employed for two and a half hours was sufficient for laying up, dressing, and clearing away.
Two methods of treatment were used.
SIMPLE TREATMENT PROCEDURE
Patients who had been experiencing symptoms for one month or less without permanent deformity of the nail fold and with only mild infection were treated by the simple procedure.
Firstly, debris was removed with 1O Savlon solution. The nail was then nicked using 12 cm (4.' inch) nail pliers (fig 1 (a) ) and torn down (fig 1 (b) ) to expose the infected nail fold. The nail usually tears true, and because the nail is already undermined by infection the pain caused is less than that caused by a ring-block injection. The patients were instructed and shown how to clean the area twice daily with 1 O Savlon solution and to spray the area with povidone-iodine dry powder spray (Disadine DP; Stuart Pharmaceuticals). They were shown how to pack the nail fold firmly with a twist of cotton-wool (fig 1 (c) ) to prevent the fold collapsing inwards under shoe pressure until the nail grew out. They were also given advice on footwear and hygiene and were advised to abstain from physical education and field sports for one month. Finally, the patients were told to return for assessment after two to four weeks. If patients were then free from pain they were advised to dry pack the nail fold for three months. If the toe was still painful the simple procedure was repeated, and if this failed again phenolisation was carried out. Patients who failed to respond to the simple treatment procedure or who presented with a long history, proximal infections, or organisation of granulomatous tissue were treated by phenol cautery.
Firstly, ring block was induced by 2 x 2 ml plain lignocaine 2%, and a rubber-band tourniquet was applied. Then the cuticle was separated from the nail for 3 mm from the side (fig 2 (a) ) and the nail fold was excised to a point level with the side of the nail (fig 2 (b) ). The toe was squeezed to remove surplus blood and residual granuloma was curetted. A sliver of nail was then cut with scissors down to the base and removed using "mosquito" forceps (fig 2 (c) ), and a cotton bud soaked in liquefied phenol (80%) was applied to the resulting cavity (fig 2 (d) ). Care was taken to insert the phenol under the cuticle and to prevent spillage. A firm dry dressing was applied, the tourniquet removed, and the foot raised for about 15 minutes or until bleeding
had stopped. The toe was then redressed with Melolin and Tubegauze and the patient was allowed home. The foot was rested for two days and then the dressing was changed in the accident and emergency department. From the fourth to seventh days patients were asked to clean the toe with Savlon and to apply a fresh piece of Melolin twice daily. Patients were told to return for assessment at seven days. Seven days after operation the healing area was cleaned, painted with mercurochrome 2%, and redressed. At this stage any regrowth of granuloma can be suppressed with silver nitrate, but this was seldom found to be necessary. Patients were advised to apply a dry dressing during the day only until the toe was healed. Patients were told that they could resume bathing but were advised not to resume sports for three weeks.
Results
In the first year of the study 650 patients attended (mean 13 5 per session) and 188 were treated with phenol (mean 4-4 per session).
Simple 
Discussion
The simple treatment procedure described here has proved useful for the initial management of patients presenting with ingrowing toenails. Patients need to be encouraged to seek help early; at present many hold back for fear of avulsion. The only equipment required for this method is a pair of nail pliers (about £5). The procedure can be learnt easily and carried out by general practitioners, chiropodists, and school nurses. Povidoneiodine dry powder spray was easy to apply accurately, it did not cause any skin maceration, and any residue was easily removed with Savlon liquid. Its broad antimicrobial spectrum of activity ensured prophylaxis against further infection during the healing process. No patients reported any allergic reactions to the spray.
For resistant or severe cases, angular phenolisation is the method of choice. It is effective with a low incidence of recurrence. The procedure can be learnt in about 30 minutes, and, while most cases will be dealt with in a hospital, it may also be carried out in the general practitioner's surgery with simple equipment.
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